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ECITORIAL 


TWENTY-FIFTH ANNIVERSARY. 


With this issue the writer completes the twenty-fifth year of 
service on this publication. The loss a few months ago of our 
esteemed and loved colleague precludes any feeling of elation and 
almost every expression of satisfaction upon passing this notable 
milestone of an editorial career. We have missed him and do miss 
him more than words can tell. Our association in this work was 
intimate, our collaboration close, and it is partly our conviction 
that he would want the JouRNAL to continue as before which en- 
courages us to carry on. 

Since the time in 1896 that we undertook the editorship and 
management of this magazine it has never failed to appear on the 
right day, not once in the three hundred times. During that 
period we have passed through epidemics, floods, storms, and wars ; 
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yet, invariably, it has been placed in the mail punctually to start 
its journey to various points not only in this section and this 
country, but all over the world. It has seen many medical publi- 
cations come and go, but it has gone unostentatiously yet steadfast- 
ly on its way, doing its bit towards the dissemination of medical 
knowledge and the upholding of professional standards. 

And so it shall go on, please God, in the same, endeavor to 
serve the profession to the best of its ability. 

We ask the advice and assistance of our friends and readers and 
shall seek to infuse some new blood in the organization in order all 
the better to achieve the purpose we have in view. 

Already we have solicited the cooperation of the staffs of our 
local hospitals so as to give to our readers some of the benefit of 
the scientific work of which they are prolific. In this number we 
begin the publication of the proceedings of the Medical Staff of 
Touro. We expect to continue doing so and to see our other 
hospitals fall in line; in fact we have promises to this effect. 

Also in this issue we present an article, somewhat reminiscent 
in character, from one of our old and able practitioners. We 
believe it will prove instructive and interesting in many ways and 


hope to publish from time to time analogous ones from the pen 


of other “unforgotten worthies.” 

Other features are contemplated and, if the members of our state 
and parish societies will remember that this is their Journal, so 
that they will contribute, in addition to their papers, news of 
interest, abstracts of value, comments on current topics, the NEW 
OrLeans MepicaLt & SureicaL Journa already nearly seventy- 
seven vears old, will continue to live a worth-while life until it is 
at least over a hundred. 





ANAPHYLACTIC SHOCK. 


On account of the actual vogue of medication by means of vari- 
ous serums, the prevention of anaphylaxis becomes a very important 
question. Apparently a simple, harmless and practical remedy has 
been found by means of which this shock may be avoided. 

Drs. Lumiére and Chevrotier recently presented in a communi- 
cation to the French Academy of Sciences “a simple means of 
avoiding anaphylactic shock.” Their researches established the 
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fact that the anaphylactic phenomenon is due to the formation in 
the blood plasma, at the time of the injection, of a colloidal pre- 
cipitate which produces asphyxia through obstruction of the eapil- 
aries. They next sought for substances capable of preventing the 
‘ormation of this precipitate and found that the least toxic of 
ese is hyposulphite of sodium. Hence they experimented with 
e latter on laboratory animals, injecting them with a foreign 
serum, later repeating the injection with hyposulphite of sodium 
dded to the serum. Such animals never suffered from anaphylac- 
shock while the control animals, receiving the unmixed serum, 
wariably succumbed. 
If these results are generally confirmed, and we have no doubt 
they will be, a very important step forward will have been taken 
ind the dread of serum injections will have been removed to a 


vreat extent. 





THE ABDERHALDEN REACTION IN DISREPUTE. 


Everyone will recall the furore produced a few years ago by 
the announcement of a method for diagnosing pregnancy by Abder- 
alden. This method, to which his name was given forthwith, was 
said to depend upon the reaction of the body to foreign proteins, 
leading to their destruction by means of proteolysis. 

As so often happens, before an adequate confirmation of the 
alue of the supposed reaction could follow, the overenthusiastic 
endeavored to extend the field of the test to the diagnosis of cancer 
and other degenerative diseases. Volumes were written on the 
subject and right here in New Orleans papers were read before our 
scientific bodies presenting favorably the claims made for the new 
reaction. 

Doubting Thomases there were and their investigations were 
given grudging attention until finally, the bold assertion was made 
that the reaction, which was thought to depend upon the power 
of the patient’s serum to digest specially prepared placental pro- 
tein, could be produced in the serum of males. 

Further investigations, including some by men trained by Abder- 
halden himself, have failed to support the claims originally made 
for his method, hence the latter has fallen into disrepute. 

The moral is that we should not accept too readily the correct- 
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ness of theories and methods unsupported by careful and extensive 
investigation. The point is not less well taken when applied to 
those “made in Germany.” 





STANDARDIZATION OF WEIGHTS AND MEASURES. 


There is a world-wide movement in favor of the general adoption 
of the metric standard of weights and measures. This logical 
decimal system is already in great favor among the medical au- 
thorities and writers of this country who are pretty generally con- 
vinced of the advantages of its general adoption in the United 
States. 

We learn that more than 10,000 petitions, ‘representing millions 
of persons, have been filed with the Department of Commerce at 
the national capital, urging legislation to establish the general use 
of the metric system after a liberal period of transition. 

Believing that the metric standard is scientific and logical we 


are in favor of the enactment of progressive laws by the present 
Congress, establishing such a standard. We would suggest to our 
readers who favor these views the propriety of communicating 
them to their respective congressmen. 





DRIVE OF SENSES HOSPITAL. 


As we go to press the drive for the benefit of the Building 
Fund of the Eye, Ear, Nose and Throat Hospital, which we had 
announced for an earlier date and was postponed, is on. It is not 
too late for the physicians of the state to rally to the support of 
this worthy institution. Times are not very propitious, but the 
hospital has not called upon the public since before the beginning 
of the war in 1914 and the money is badly needed. Let us all help. 





ORIGINAL ARTICLES 


(No paper published or to be published in any other medical journal will be accepted 
for this department. All papers must be in the hands of the Editors on the tenth day of 
the month preceding that in which they are expected to appear. Reprints may be had at 
ceasonable rates if a WRITTEN order for the same accompany the paper.) 


TAPPING OF THE HEART. 
By Y. k. LE MONNIER, M. D., New Orleans. 


I beg to report the following case of supra acute pericarditis, 
with tapping of the heart, i. e., not dying, but immediately followed 
with an organic affection of the heart. The case occurred on Feb. 
9, 1875, and as I have not seen another such case since, I conclude 
that these cases, immediately accompanied with or followed by 
valvular troubles, dropsies, embolisms, paralysis, ete. are fortunate- 
ly rare. I have seen other cases of pericarditis, as all of us have, 
ut of an entirely different type, two in particular, with negroes, 
where it took the autopsy to verify the diagnosis. 

Case. Mrs. D. 44 yrs. suffered from a light attack of rheumatism 
in the right ankle; so light was the case that I paid but one visit, 
1utioning her however against the danger of heart troubles complicat- 


rheumatism, An examination of her heart showed no abnormality 
then, though, at times, I thought I heard a very faint sound that might 


be normal, but as she reported that father, her previous physician, 


then dead 5 yrs., had said the same thing and no unfavorable symptom 


had developed, [ concluded I was mistaken. She reported that since 
i2th year she had been, now and then, subjected to attacks of 
ilar rheumatism. 

On the 9th, four or five days later, at 5:30 P. M., I saw her at the 
request of her husband: I had seen her in the morning, but nothing 
nusual, except constipation, for which I had prescribed Epsom, Salts, 
that had not been yet taken. A very light dyspnea of the morning 
had slightly increased, which she reported usual and not worth the 
trouble of auscultating her chest, and expressed the intention of going 
to work in the morning. 

At 8:30 P. M. her husband called at my office, greatly excited, 
‘Trying, saying his wife was dying. My house was 1300 feet from his. 
[ hurried there with him. Great was my astonishment to find her, who 
three hours previous was walking about the room talking and laughing, 
in bed, dorsal decubitus, face cyanosed, pulse 160, searcely perceptible 
to the touch, hair disheveled, panting for breath, body covered with a 
cold clammy sweat, extremities cold. 

Auscultation revealed a pericarditis with effusion, respiratory mur- 
mur heard all over the chest except at the cardia, where a very loud 
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flipflop noise plainly proved the effusion in the pericardium. So loud 
was this noise that the ladies in attendance exclaimed, ‘‘there is water 
in there.’’ It was distinctly heard at three feet from, the bed. No time 
was to be lost, tapping the only recourse. Young physicians cannot be 
too careful how they act, and as the chances were 10 to 1 that sh 
would die, I went for an assistant and my aspirator, and returned at 
10 o’clock with old Dr. Alpuente, one of the best diagnosticians of our 
profession who, on one occasion, at the Charity Hospital, with 31 M. Ds., 
including Prof. Bemiss, as his opponents, proved the correctness of his 
diagnosid in a ease of cancer of the liver. No time to be lost, she is 
pulseless, said he. 


Operation. At the 5th intercostal space, below the mamma, half 
an inch to the left of the sternum, was the spot where the apex of 
the heart beat and where the flopping noise was the loudest ani 
most distinctly heard. Here I plunged my needle and waited on 
minute, watch in hand, to see the progress of the disease and ap- 
proaching death, in the last hour and a half: six (6) pulsations to 
the minute. A black bloody fluid poured from the needle; I con- 
nected the aspirator to the needle and had drawn only one ounce 
of this fluid when the Madam opened her mouth and with a 
tremulous voice said, “O Lord! what a relief,’ Dr. Alpuente, at 
the same time saying, “stop, the pulse has returned.” 

After the operation the flip-flop sound disappeared being re- 
placed by a very distinct “bruit de cuir neuf” and a rasping sound. 
In an hour the cyanosis of the face and the dyspnea had disap- 
peared and the temperature of the body was returning. 

Treatment. Blister, 4 x 5 inches over heart. EB Tinct. Digit- 
alis 5i, Tinct. Valerian, Tinct. Castorium each 5ii M. 15 drops every 
2 hrs. Warm water to extremities. Next morning the 10th at 
:30, face pale; pulse returned to 160, scarcely perceptible ; blister, 
unsatisfactory, is sprinkled with fresh tincture of cantharides: 


~ 
n 
‘ 


renal functions scanty; only a small operation from bowels. 2 
P. M., better, blister has acted well, uneasiness and pain at cardia 
region, pulse 160. Ordered Norwood’s Tinct. Veratrum Viride, 
5 drops now and 5 at six o’clock. 6 P. M., better, pulse 144, 
temperature of extremities still low. Ordered 10 drops Tinct. V. 
V. now, with 8 of laudanum, on account of nausea; same at 12 
P. M. and ditto at 6 A. M. Feb. 11, 9 A. M., much better wit! 
pulse at 48, temperature of extremities O. K. has taken 40 drops 
Tinct. V. V. Stop all medicine, give nourishment. 

From this out, she continued improving, going out for a walk 
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on the 21st; a rapid recovery, another credit to the favorable 
climate of Louisiana. 

Shortly after this, Dr. Flint, of Philadelphia, reported that he 
had gathered statistics on tapping of the heart and found only four 
cases with recovery, in the U. 8. , 





CONGENITAL MALFORMATIONS OF THE ANUS AND 
RECTUM, WITH REPORT OF CASES.* 


By ERASMUS D. FENNER, M. D. 


Case 1. During the summer of 1919 I was called to see, in consulta- 
tion, a new-born baby who had had no movement of the bowels since its 
birth three days before. The child was small and emaciated, and 
evidently desperately ill. The abdomen was distended, and there had 
been continual vomiting and violent straining ever since birth. Nothing 
had passed per anum. The anus was well formed, and a catheter passed 

couple of inches, but met with an obstruction at thig point which I 
was unable to overcome. It must be admitted, however, that the only 
athetey available was very soft. A diagnosis of malformation of the 
rectum, was made, and the infant was at once sent to the Charity 
Hospital in the hope that an operation might save its life. At the 
hospital it was found that a catheter passed easily up the rectum for 
eight or ten inches, but irrigating fluid returned untinged by meconium. 
The child had been sinking rapidly, and was practically in extremis, so 
that no further interference seemed justified. Within a few hours the 
haby died, and permission to hold a post-mortem was granted. The 
autopsy revealed a very remarkable malformation, not of the rectum 
but of the small intestines. The rectum and colon were normal, but in 
three different places the small intestine exhibited a gap, the free ends 
f the loop where the hiatus occurred appearing as blind pouches swing- 
ng from the mesentery. 

It is evident that so remarkable a malformation could not have been 
ecognized unless an abdominal section had been made, and the entire 

igth of the intestine examined. Moreover the extreme prostration of 
the baby would have rendered an attempt to do a triple end-to-end 

astomosis entirely hopeless. The wisdom of the hospital surgeon in 
lining to operate was therefore completely vindicated by the autopsy 
ndings, 

Case 2. On September 13, 1920, I was called, by my friend Dr. 
Charbonnet, to see another baby who was forty-eight hours old: The 

mdition was one of imperforate anus, with a fistulous communication 
etween the rectum and the urinary tract. <A tentative effort to open 
he reetal pouch through the perineum had been made, but had been 

vandoned. 

The infant was a well nourished, full term, male. He was erying 

nstantly, had some fever, and was straining violently, with the result 
that small quantities of meconium, were forced out through the urethral 


* Read before the Orleans Parish Medical Society, Decem!xr 20, 1920. 
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meatus. Vomiting had been repeated, but was not stercoraceous. The 
child was evidently in great pain, and the abdomen was considerably 
distended. No appearance of an anus was to be seen. It was impossi- 
ble to determine whether the fistulous communication between the bowel 
and the urinary tract was vesical or urethral. The absence of any sign 
of ascending infection, or bladder irritation later on inclined me to 
think it was urethral. 

After fully explaining the danger of operation, and the generally 
bad prognosis of cases of this character, I agreed to undertake a 
Colostomy to relieve the immediate emergency. To this the parents gave 
their consent, and I immediately transferred the baby to the Presby- 
terian Hosiptal, where under ether a left inguinal colostomy was done. 
The muscle splitting incision was employed, and upon opening the 
abdomen numerous coils of small intestines, entirely empty and col- 
lapsed, were encountered. A little manipulation soon brought into view 
the Sigmoid Flexure, distended and black from the contained meconium. 
This was seized with a pair of placenta forceps, and drawn out of the 
abdomen, in the course of which manipulation the happy condition of a 
short mesentery was found to exist. The loop was. secured all round 
to the peritoneum and muscles by fine silk sutures, after which a free 
longitudinal incision in the bowel permitted the escape of large quanti- 
ties of meconium, A large sterile dressing was applied, and the patient 
sent to bed. During the night the baby cried a great deal, chiefly from 
hunger, I am convinced, although Ducro’s Elixir in water was given. 
Next morning the child was sent home to the mother, and immediately 
put to the breast, which it took eagerly. There was no vomiting; the 
temperature became normal; he nursed regularly every two hours; the 
colostomy wound discharged freely, and gave no trouble of any kind. 
On Sept. 17 F turned the child over to the care of its mother, and did 
not see it again until October 11, when it was brought to my office on 
account of a very tight and adherent prepuce. The child appeared in 
perfect health, and no one would have suspected from its expression or 
from the account given by its mother of its peaceful sleep and perfect 
contentment, that any anomaly existed. Inspection of the abdomen 
revealed the presence of a small red tumor marking the location of the 
artificial anus. The prepuce was freed of its adhesions, and the con- 
struction relieved by splitting it up on the dorsum. This small wound 
healed in a day or two, and the little one was again turned over to its 
mother’s care. From the day the colostomy was done all traces of fecal 
contamination of the urine disappeared. 

Case 3. In the beginning of Nov., 1920, a female infant about one 
month old was admitted to my service at the Charity Hospital on ac- 
count of an ano-rectal malformation. The infant was plump and in 
excellent health. It was breast fed, and exhibited no symptoms of fecal 
obstruction. Examination revealed an imperforate anus, but just back 
of the posterior vaginal commissure a fistulous opening on the perineum 
permitted the free escape of feces. Palpation and skiagraphs of the 
bowel indicated that the termination of the rectal pouch was high in the 
pelvis, but the fiistulous tract was wide enough to permit easy evacuation 
of the bowel. In view of this condition no attempt at operative. inter- 
ference was advised, and the child was permitted to go to its home, 
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These striking cases of congenital malformation of the bowel 
awakened my interest in this subject, and led me to refresh and 
review my knowledge, of these forms of congenital defect. The 
other type, congenital interruption of the continuity of the bowel, 
| shall not attempt to discuss. 

Malformations of the Anus and Rectum, with complete or partial 
obstruction of the fecal discharge, are neither so rare as to be con- 
sidered curiosities, nor so frequent as to fall within the experience 
of the average physician. They are said to occur once in 10,000 
births. No great predominance is seen in either sex, although the 
experience of most observers indicates a slight excess of females. 
Not infrequently, but by no means always, the condition is associ- 
ated with other congenital anomalies. The embroyological relations 
of ano-rectal malformations will not be entered upon in this paper. 

In his work upon Diseases of the Rectum, Cooke says: “From 
the standpoint of embryology there are many divisions of ano- 
rectal malformations; surgically they may be grouped into two 
classes: imperforate rectum terminating at a variable distance from 
the perineum, with or without an opening into another viscus; 
secondly, imperforate anus, with or without abnormal outlet in the 
perineum, vulva, scrotum, or under surface of the penis. The anus 
may be absent, or developed completely or partially.” 

By the majority of writers ano-rectal malformations are more 
definitely divided into the following types, a classification proposed 
by Bodenhamer, in 1860, and in the words of that author “if not 
perfect, at least sufficiently plain, comprehensive, and correct for 
all practical purposes.” 

Slightly modified in wording, it is gs follows: I. Preternatural 
narrowing of the anus or rectum, without complete occlusion. II. 
Complete occlusion of the anus by a simple membranous dia- 
phragm, or by integument. III. The anus is absent, and the 
rectum ends in a cul-de-sac a greater or less distance above its 
natural outlet, without any communication whatever, externally or 
internally. IV. The anus is normal externally, but ends in a 
cul-de-sac ; and the rectum ends in a blind pouch at a greater or less 
distance above, the two being separated by a septum. V. The anus 
is absent. The rectum is prolonged in the form of a fistulous 


sinus, and terminates by an abnormal anus at the glans penis, the 


labia pudenda, or at any point about the perineum or sacrum. 
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VI. The anus is absent. The rectum terminates in the bladder, 
urethra, or vagina; or in a cloaca in the perineum with the urethra 
and vagina. VII. The anus and rectum are normal, but the 
ureters, the vagina, or the uterus open into the rectal cavity. VIII. 
The rectum is entirely absent. IX. The rectum and colon are 
both absent, and there is usually an abnormal anus situated in some 
extraordinary part of the body. 

Obviously the prognosis of these cases is hopeless, unless a means 
of escape for the intestinal contents either exists, in the form of a 
fistulous opening sufficiently patent to permit the bowel to dis- 
charge itself, or can be created by operative means. .Even in cases 
successfully operated upon, it must be borne in mind that the 
vitality of these infants is usually low, and that their chance of 
surviving infancy are not as a rule good. They should therefore 
always be regarded as grave surgical risks, and not only should 
this be fully explained to the parents, but the probability of perma- 
nent fecal incontinence with its distressing conditions, should be 
made plain to them. The grave immediate and remote dangers 
being fully understood, operative interference is justified. 

In reviewing the literature on the surgical: treatment of these 
cases, a wide divergence of opinion is encountered and it has seemed 
to me that the majority which favors the perineal incision in 
practically all cases, and reserves Colostomy for cases in which the 
attempt to find the bowel through the perineum has failed, is more 
academic than practical, and is not sound teaching except in the 
simpler cases. It is probable that the very favorable mortality 
statistics of the perineal operation, as compared to the results from 
inguinal colostomy, are largely due to the inclusion in these tables 
of numerous cases in which the separation between the perineal 
surface and the rectal pouch was membranous, or in which the 
pouch was very near the surface. 

Our attitude towards these cases must depend upon the severity 
and completeness of the malformation. To refuse to operate, and 
consign the child to a certain and miserable death, on the ground 
that life is not worth living in the face of a permanent incontinence 
of feces is, I believe, utterly indefensible. It is the duty of the 
surgeon to preserve life whenever it is possible, and leave to a 
higher power the settlement of whether or not life is worth while. 
Moreover cases have survived till adult life, with little discomfort 
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r unhappiness. We may lay down the principle, therefore, that 
operation is indicated wherever there is a chance of averting death 
even for a short time. Immediate operation is not, however, de- 
manded in all cases. In cases presenting a fistulous opening 
through which the bowel can empty itself operation may be de- 
layed, or the fistuloud tract may be dilated so as to give a better 
exit to the feces, and the effort to correct the malformation post- 
poned until a more favorable time when the child is older and its 
powers of resistance better developed. Vaginal, vulvar, and perineal 
fistulous cases fall under this head. Cases with fistulous communi- 
cation with the urinary tract demand operation not only because 
the escape of the feces is apt to be insufficient to give relief to the 
intestines, but because of the danger of ascending infection of the 
urinary passages and kidneys. All of these, and all cases in which 
there is no fistulous exit demand operation at the earliest possible 
moment. The longer the delay the greater the prostration, the 
toxemia, and the distension of the abdomen, and the smaller the 
chance of saving the child. 

There are two methods of relieving the fecal obstruction: In- 
cision and opening of the rectum through the perineum, either 
by simple incision or by proctoplasty; and colostomy, either 
inguinal or lumbar. Naturally the ideal operation would seem to 
he one which would create an anal opening in its normal situation, 
and the majority of writers advise this as the method of choice. 
Since the publications of Amussat, in 1835, proctoplasty has been 
the choice of many writers. The perineum is incised in the median 
line, and if it seems desirable the coccyx, and even the lower seg- 
ment of the sacrum is split with scissors, so as to give a better field, 
und search is made for the rectal pouch, keeping as close to the 
sacrum as possible so as to avoid opening the peritoneum which 
does not descend as low posteriorly as in front. If the pouch is 
found, the bowel is freed as much as possible, grasped with forceps 
ind dragged down as near the surface as it can be brought. It is 
secured by suture, and then opened to permit the escape of its 
ontents. The mucous membrane is then securely sutured to the 
:kin all around, and as fax back towards the sacrum as it can be 
fixed. This tends to increase the chances of sphincteric control, 
which may be further improved by rotating, or twisting the gut 
before it is sutured in place. 





310 Original Articles. 


The difficulties and dangers of this operation in the new-born 
are obvious. In cases where the rectal pouch is almost at the sur- 
face it may be easy enough, but there is no way of determining 
how high in the pelvis the pouch is located, and deep dissection is 
attended by many, difficulties. One has only to recall the pelvic 
dimensions in the new-born to appreciate how contracted is the 
field of operation, and how difficult it may prove to avoid injury 
of the bladder, or opening of the peritoneum, and how often it will 
prove impossible to locate the bowel at all owing to its distance from 
the surface. The pelvic diameters are said to be as follows: 

Distance between Ischial Tuberosities is 394 to 1 inch; from 
Scrotal or vulvar commissure to tip of coccyx is 1144 to 1%4 inches. 
Distance from tip of coccyx to sacral promentory is 2% inches. 
The mechanical difficulties of work in as narrow an gperative fun- 
nel as this are sufficiently plain, and it is not surprising that many 
failures to bring down the bowel should occur. 

Far less formidable from an operative point of view is the opera- 
tion of Colostomy in the inguinal region. If the infant survives 
it has the great disadvantage that the artificial anus is not in the 
natural place, and that fecal discharge upon the abdomen is a terri- 
ble condition to face. Its mortality should, however, be much lower 
than that of proctoplasty, if we exclude from the statistics of the 


latter those simple cases in which the obstruction is membranous, 
and it has the advantage that an effort to restore the normal open- 
ing can be undertaken when the child is older and the operative 
conditions more favorable. 


All writers agree that in case of failure to find the bowel by the 
perineal approach, colostomy must be done, but few have come out 
boldly in defense of this as the immediate operation of choice. 
Amongst these is Robert Abbe, in Keen’s System of Surgery, who 
says: “Incidentally the surgeon may well keep in view, and tell 
the parents, that most children with congenital defects have a 
naturally deficient vitality during their infancy. Hence any at- 
tempt to perfect the restoration of the parts will be a menace to 
the infant until some vears have gone by. For this reason it is 
generally wise to look upon all cases of rectal defects as bad risks 
in surgery, and simply offer a well made artificial anus in the 
left inguinal region as, ab initio, the surgical procedure of choice.” 
Jerome M. Lynch, in Vol. 4 of Operative Therapeusis, edited by 
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Alexander Johnson,’ takes a like conservative view, or what seems 
to me to be a wise conservative view. He says: “If there is an 
outlet, even though it be through some other organ, or at a point 
distant from the anus, it is better to wait until the child is older 
than to resort to surgery, provided the life of the child is not 
threatened by the bowel opening into some vital organ, such as the 
bladder, a condition which would undoubtedly result in the death 
of the child from an ascending infection. If such a condition 
exists, colostomy is indicated, and this can usually be done under 
local anesthesia. 

If the anus is well formed, and only separated from the hind- 
gut by thin membrane, the membrane can readily be broken down 
and connection be established between the rectum and anus. If 
there is some doubt as to the distance between the anus and the 
hind-gut, as occasionally happens, it is very much safer to make 
an artificial anus rather than perform an extensive operation with 
the object of locating the hind-gut and bringing it down to the 
anus.” 


In doing a colostomy it is, of course, desirable to bring out a loop 


of the Sigmoid if it can be located, but often one must be content 
to secure and open whatever portion of the large bowel can be 
gotten hold of. Murphy’s dictum “to get in quick, and get out 
quicker” is never more urgent than in these cases, which are often 
greatly prostrated and unable to withstand any prolonged operation. 
To waste time in the effort to find the very loop one would like 
to fix in the abdominal wound is certainly not good surgery. If 
thq sigmoid can be gotten, and particularly if that portion has a 
short mesentery, all the better, because a short mesentery reduces 
the chances of prolapse of the bowel should the child survive. 

In cases having a fistulous communication with the bladder or 
urethra, Colostomy diverts the passage of feces from the urinary 
tract, and it is possible that with the lapse of time the fistula may 
become occluded, it being well known that such tracts have a tend- 
ency to become obliterated if their function is terminated by com-. 
pletely diverting the fecal stream. 

The subsequent management of these cases will depend upon 
many circumstances. Should the parents wish it, an attempt to 
construct a perineal opening, and to close the inguinal anus, may 
be made at any time, and certainly the conditions for operation 
ought to be more favorable than in an infant only a few hours 
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old. On the other hand, the case may be left to go along without 
disturbing the status created by the colostomy. Admitting that 
complete or partial incontinence of feces is a deplorable affliction, 
[ have not been able to convince myself that involuntary discharge 
of feces between the legs was a very much happier condition of 
affairs than its escape in the inguinal region. It is true that 
perineal proctoplasty sometimes gives fairly good sphincteric action, 
but it is also true that patients have been known to acquire fairly 
good control of the fecal movements through a colostomy opening. 
For this reason the superiority of proctoplasty appears to me more 
academic than real, and whatever may be its theoretical advantages, 
they are counterbalanced by greater difficulty and greater danger 
of the operation, except in those very favorable and simple cases 
in which the rectal ampulla is very close to the surface of the 
perineum. 


The opinions expressed above are at variance with those enunci- 
ated by a good many authorities, such as Burghardt and Cheyne 
who, after urging proctoplasty in all cases calling for operation 


at all, conclude by saying “When diligent search shows that the 
rectum is not present in the pelvis, and especially when the peri- 
toneal reflection has been opened and still the end of the gut cannot 
be found, there is no alternative but to perform colostomy if the 
child’s life is to be saved. This is a most serious procedure and, 
quite apart from the grave risks pertaining to it in a new-born 
infant, it is a terrible calamity to inflict on the child, and many 
parents will decline to permit it when the situation is explained 
to them as fully as it ought to be.” These authors further advise 
that in cases which have a fistulous communication with the blad- 
der or the urethra colostomy should be done, and the bowel cut 
clear across. The proximal end should be sutured into the wound, 
while the distal end is invaginated and tightly closed so as to 
prevent any passage of feces to the bladder. These recommenda- 
tions to choose proctoplasty—the more difficult and tedious pro- 
cedure—in every case, and to have recourse to colostomy only after 
persistent search has failed to locate the rectal pouch, are prefaced 
by the statement that “In the first place the child is only a few 
hours old, and cannot stand prolonged or extensive operation.” 
The attitude these able surgeons take towards Ano-rectal malforma- 
tions appears to me entirely at variance with the generally sound 
and eminently practical teachings which are characteristic of their 
splendid work on “Surgical Treatment.” 





Jamison—Vertigo or Dizziness 


VERTIGO OR DIZZINESS.* 
By DR. S, C. JAMISON 


Vertigo is one of the commonest symptoms met with in the 
practice of medicine. It is always a symptom, never a sign, though 
it is true that staggering and falling sometimes accompany this 
symptom. 

In a recent series of medical cases, I have found that over 12% 
of the patients complain of this symptom. It is not always the 
most prominent complaint, though it frequently occupies the first 
place. It is never painful, but always disagreeable, and frequdntly 
so distressing as to be the main cause for the consultation of the 
physician. 

Vertigo is a disturbance of the sense of equilibrium. Our sense 
of equilibrium depends on muscular co-ordination and is controlled 
by the cerebellum. Afferent impulses are conveyed from the mus- 
cles, the skin, the joints, the eyes, and the semi-circular canal, and 
are there regulated. 

Two types of vertigo occur: Objective, in which motionless 
objects appear to move about the patient, and subjective, in which 
the patient seems to move. 

We can divide this symptom into two great groups, the physi- 
ological and the pathological. Physiological vertigo is an incorrect 
term, inasmuch as the normal person, in a purely normal environ- 
ment, will never suffer from vertigo. In the more restricted sense, 
however, that a person may have abnormal sensations but remain 
normal, it is correct. For instance: We have all experienced the 
sensation of vertigo after having been in a stooping position and 
having suddenly taken the upright position; we have all had the 
sensation of vertigo, when on the edge of a precipice, or after 
swinging, or after rapid rotation. Syringing of the external ear 
will cause vertigo in the normal person. 

From this brief review then, certain aspects of vertigo and the 
abnormal mechanism producing it, become apparent. The vertigo 
resulting from the stooping position is due probably to the altered 
blood supply to the center. The vertigo resulting from standing 
on the edge of a precipice is ocular and due to the fact that the 
eye is suddenly deprived of fixed objects by which the posture of the 


* Read before the Orleans Parish Medical Society, December 20, 1920. 
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body can be regulated. The vertigo resulting from rotation is due 
to disturbance of the endolymph of the semi-circular canal. 

There are five divisions to pathological vertigo: (1) Aural. 
(2) Ocular. (3) Cerebral. (4) Vascular. (5) Toxic. 

The most typical example of aural vertigo is Meniere’s Disease, 
in which there is tinnitus, dizziness, deafness, nausea, and frequent- 
ly falling to the ground. This is a rare condition, and the usual 
type of aural vertigo that we see is not at all so characteristic. 

If falling accompanies aural vertigo, due to disease of the ex- 
ternal semi-circular canals, the patient falls to the affected side 
and the objects move in a horizontal plane. If the superior canals 
are affected, objects move in a vertical plane, and the patient falls 
forward. 

It is to be borne in mind that in aural vertigo the deafness is 
only casually related to the vertigo, and that equilibration and 
hearing are distinctly separate, although anatomically placed close 
together. For clinical purposes, however, when vertigo accom- 
panies any disease of the ear, the advicg‘of a specialist should be 
sought to exclude disease of the semi-circular canals. 

Ocular vertigo is due to the faulty localization of objects result- 
ing from diplopia, or from paralysis of the eye muscles. If only 
one eye is at fault, this vertigo can be caused to disappear at once 
by the application of a bandage to the affeeted eye. Needless to 
say, when cases of vertigo present themselves where there is any 
reason to suspect disease of the eye, the advice then of an oculist 
is necessary. These two types of vertigo are due to abnormal af- 
ferent impulses. 

Cerebral vertigo: The most common type of cerebral vertigo is 
that depending upon tumors of the cerebellum. It is generally 
believed that circus or rotary movements are the result of tumors 
of the cerebellum and that the movements are towards the diseased 
lobe. In these cases, staggering is a marked sign accompanying 
the symptom of vertigo. 

Increased intra-cranial pressure results in vertigo from direct 
pressure upon the cerebellum. 

In ‘multiple sclerosis, vertigo is present in 75% of cases and is 
more constantly present than is the case in any known disease. 

Syphilitic cerebritis is practically always accompanied by dizzi- 
ness, and a known syphilitic who complains of this symptom, should 
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immediately be suspected of involvement of the central nervous 
system. 

The vertigo accompanying migrane should probably be classified 
as cerebral in type, as well as that vertigo which appears as the 
aura of an epileptic attack. 

Vertigo due to vascular disease results from an abnormal blood 
supply to the center. This abnormal blood supply may be brought 
about by arteriosclerosis, by hypertension, by hypotension, or by 
anaemia. I have yet to meet a case of arteriosclerosis in which 
vertigo was not a prominent symptom, and in the hypertension 
of nephritis, its occurrence is notorious. It would appear that 
merely hypertension, without accompanying arteriosclerosis or 
nephritis, almost constantly causes vertigo of a pronounced type. 

Such diseases as Addison’s Disease and Graves’ Disease both 
of which produce hypotension, are also accompanied by vertigo. 
Any type of anaemia brings about a more or less lasting dizziness. 

Where the vascular system is at a fault in the production of 
vertigo, it has been my experience that the vertigo is of an objective 
type. 

Toxic vertigo is exemplified by the dizziness resulting from alco- 
hol, ether and tobacco, and is of a mixed type—both objective 
and subjective. 

We must regard the dizziness of gastro-intestinal disturbances 
as toxic vertigog and I feel fully justified in stating that there is 
unquestionably a gastrogenous vertigo and a_gastro-intestinal 
vertigo. Such cases are found in heavy eaters, especially of protein 
food, with a tendency to obesity and constipation. This I consider 
the most common form of vertigo with which the medical man is 
confronted, with the exceptiun of the vertigo of arteriosclerosis. 

Vertigo often accompanies nephritis, and I believe is usually 
toxic, although vascular disturbances are so common in nephritis 
that it is extremely difficult to definitely decide between the two. 

Two troublesome, though not serious forms of toxic vertigo, are 
found in the pregnant woman and the woman at the menopause. 
It is my opinion that the vertigo seen in neurasthenics belongs in 
the group of toxie vertigo, but, of course, is primarily dependent 
upon the underlying cause of the primary psychosis. 

Constant vertigo is to be regarded as an extremely serious symp- 
tom, and points toward a cerebral lesion, and any vertigo which 
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persists in spite of the recumbent position is also to be regarded 
as of an extremely serious nature, 

Objective vertigo is much more common than subjective vertigo, 
though mixed types of vertigo are frequent. It must always be 
borne in mind that patients describe as vertigo such sensations as 
fullness in the head, spots before the eyes, ringing in the ears, etc., 
none of which bear the same significance as vertigo. 

In diseases such as tabes, where vertigo is only present when 
ocular impressions are cut off, or when there is irritation of the 
afferent fibres of the labyrinthine portion of the eighth nerve, it 
is extremely difficult to say whether the patient’s sense of vertigo 
is due to the lack of skin and muscle sensation, or comes about only 
after he begins to fall. It is undoubted that here, however, the 
lack of afferent impulses from skin and muscle are counterbalanced 
and controlled by afferent ocular impulses. 

In conclusion, I wish to say that I have found that a close study 
of dizziness, an endeavor to discover its origin, will frequently 
lead us to important, and perhaps paramount, discoveries regarding 
the underlying pathology affecting our patient. 





OCCIPITO-POSTERIOR POSITIONS.* 


By E. L. KING, A. B., M. D., New Orleans. 


From the department of Obstetries and Clinical Gynecology, School of Medicine, 
Tulane University of Louisiana, 


Dr. H. E. Miller read a most interesting paper on this subject 
before the Society several months ago, but I feel that it is so im- 
portant that a little repetition will not be out of place. Occipito- 
posterior positions are by no means uncommon, and are frequently 
not diagnosed as such because, in the majority of cases (90 to 
95%, according to Polak), spontaneous anterior rotation takes 
place and delivery occurs without difficulty. We can be sure that 
practically all our cases delivered as R. O. A.’s (and a few delivered 
as L. O. A.’s) were originally posterior positions. But it occasion- 
ally happens that the occiput remains posterior, with the sagittal 
suture in the oblique diameter (usually the right), or rotates 
slightly anterior and then stops with the sagittal suture in the 
transverse diameter ; “deep transverse arrest.” The head is usually 


* Read before the Orleans Parish Medical Society, December 20, 1920. 
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deflexed to a greater or less extent. Exceptionally, the occiput ro- 
tates posteriorly, into the hollow of the sacrum, with the sagittal 
suture lying antero-posteriorly, and the face looking toward the 
symphysis. The majority (30 out of 35, according to Varnier) of 
these occipito-sacral positions deliver spontaneously, but in many 


cf the oblique and transverse positions just mentioned some form 
of artificial delivery is necessary, and the fetal mortality is high 
if this is not properly done. 

it is not always easy to ascertain just why the head fails to ro- 
tate anteriorly in a given case. Imperfect flexion seems to be one 
of the main factors concerned, coupled with some other condition 
interfering with the usual mechanism. The following etiological 
factors are mentioned by various authorities: 1 moderately flat 
pelvis; 2 funnel pelvis; 3 generally contracted pelvis and certain 
other pelvic deformities; 4 pendulous abdomen; 5 primary brachy- 
cephalia ; 6 large pelvis with small child; 7 prolapsed arm in front 
of occiput; 8 tumors, etc., mechanically preventing anterior rota- 
tion; 9 abnormalities of the pelvis floor; 10 exhaustion of uterine 
muscle before anterior rotation is completed. 

Diagnosis—Premature rupture of the membranes is common in 
all occipito-posterior positions, and should always arouse our sus- 
picions. Frequent and very strong uteriie contractions without 
progress are the rule when anterior rotation fails to occur, or is 
abnormally slow after being initiated. This condition, of course, 
would be encountered in other cases of disproportion or malen- 
gagement. Labor is prolonged and exhaustion is frequent. On 
abdominal examination, the back is felt more or less posteriorly 
(usually to the right), and the small parts to the opposite side and 
anteriorly. The cephalic prominence is marked, and there is often 
a hollow above the symphysis, especially in thin patients. The 
heart sounds are as a rule posterior, generally, of course, on the 
right side; it may occasionally be impossible to find them. Oc- 
casionally, the chest is forced against the uterine wall on account 
of the deflexion, and the heart is heard anteriorly on the side 
corresponding to the chest, thus leading us into error. But we 
can safely consider practically all cases with the heart sounds on 
the right as posterior. On vaginal examination the small fonta- 
nelle is found to be posterior, near the sacro-iliac synchondrosis 
(generally, of course, to the right). The large fontanelle is an- 
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terior, and opposite the small. The sagittal suture can usually be 
felt connecting the two, and is generally lying in the right oblique 
diameter. On account of the moulding, the small fontanelle (and 
often even the large one) can not as a rule be felt as such, but 
by palpating past the point where the sagittal and coronal sutures 
meet we find the occipital bone, which has no suture dividing it. 
The frontal bone is of course divided into two parts by the frontal 
suture, and can thus easily be distinguished from the occipital. 
Hence, even though we can not feel the large fontanelle on account 
of its inaccessibility, and cannot feel the small fontanelle as such 
on account of the moulding, we can practically always make the 
diagnosis by ascertaining what bone (occipital or frontal) is at the 
posterior end of the sagittal suture, near the sacro-iliac synchon- 
drosis. If we can reach an ear, and note the direction in which 
it points, the matter is settled. This, however, generally requires 
an anesthetic. 

Prognosis—De Lee states that, in his opinion, at least ten times 
as many babies are lost from occipito-posterior positions as from the 
effects of contracted pelvis. Polak gives the fetal mortality as 
15%. Williams, on the other hand, states that in the obstetrical 
service of the Johns Hopkins Hospital the fetal mortality is not 
greatly increased in this class of cases, and that in private work 
he lost only one baby in 111 cases. The mortality, of course, is 
higher when the diagnosis is made late, and treatment delayed. 
The maternal morbidity and mortality are higher, on account of 
exhaustion from prolonged labor, sepsis, operative intervention, 
and lacerations, and the slightly increased liability to postpartum 
hemorrhage. 

The treatment may be considered under three heads; (a) above 
the brim; (b) in the pelvic cavity; (¢) at the outlet. In the first 
group, “watchful waiting” is best, at least until we are very sure 
that temporizing is doing more harm than good in this particular 
case. As soon as the diagnosis is made and labor is well established, 
the patient should be turned on the side to which the occiput points, 
and kept in this position for a variable length of time; ten to 
thirty minutes will often suffice for a multipara, while it may be 
necessary to keep a primipara in this posture for the greater part 
of several hours. By this posture, according to De Lee: “The 
breech is thrown to the side, the spinal column is straightened, the 
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occiput is forced down, flexion is increased, and therefore, rotation 
is favored.” Rupture of the membranes should be avoided as long 
as possible. If no rotation occurs, the position can sometimes be 
changed to an anterior one by combined external and internal 
manipulation. If dilatation is slow, it may be hastened by a bag. 
Williams suggests version if there is no progress. De Lee advises 
against it in primipare. When the head has entered the pelvic 
cavity, rotation may be secured by the use of posture as above 
mentioned, by pressing up on the sinciput during pains, by at- 
tempting to hook the occiput forward, etc. Manual rotation of the 
head under anesthesia, supplemented by rotation of the body, is 
often satisfactory. The body is rotated by shoving the posterior 
shoulder anteriorly by the vaginal hand, while the other hand on 
the abdomen brings the anterior shoulder to and past the midline. 
he case may then be left to nature, or delivery may be completed 
lv forceps. Version may be employed in suitable cases, especially 
n multipare. Forceps are at times indicated when the head is 
well down and less radical methods have failed. We have been 
vell pleased with the Scanzoni method, which is strongly favored 
by Williams. He states, however, that it is necessary to resort to 
forceps in only about one percent of the cases of posterior positions. 
De Lee does not like the Scanzoni maneuvre, and applies the for- 
ceps obliquely, one blade lying on the parietal bone, the other on 
the malar; traction is made, and the forceps are readjusted as 
descent and rotation occur. I think that the objections raised 
against the Scanzoni application are due to a misunderstanding as 
to the details of the technique. It is generally stated that the 
forceps are rotated after being applied. In our hospital and private 
work we have learned not to rotate, and we are told that this is 
the teaching of Scanzoni’s original paper. We employ the method 
as follows: the forceps (not the axis-traction type) are applied 
to the sides of the head, the pelvic curve looking toward the child’s 
face. Traction is made in the axis of the pelvis, but no rotation is 
attempted. As the head comes down, it usually rotates anteriorly, 
arrving the forceps with it. This rotation is at times not complete 
until the head is well down on the perineum. When it is complete, 
the instrument is on upside down, as the occiput is now under the 
symphysis, so the forceps are taken off, reapplied in the usual man- 
ner, and the delivery is easily finished. If the head does not ro- 
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tate anteriorly with simple traction, but rotates posteriorly, we let 
it do so, and deliver in that position. In the third class of cases, 
in which the head is well down at the outlet, but still in the oblique 
or transverse diameter, we may try backward pressure on the anterior 
temple during pains, with forward pressure on the occiput, or we 
may even then rotate by Scanzoni’s method. Most of these cases 
will be delivered as sacro-posteriors, either spontaneously or with 
forceps. 

In other words, the treatment is, first of all, expectancy, with 
the patient preferably lying on the side to which the occiput points. 
The great majority of the cases will deliver spontaneously. If not, 
manual rotation, preferably by combined manipulation, may be 
tried, followed at times by forceps and extraction. Version is indi- 
cated in appropriate cases. When the head is well down, the Scan- 
zoni maneuvre is most useful. And the few cases which rotate into 
the hollow of the sacrum are delivered either naturally or arti- 
ficially with the occiput directly posterior. 

Since the first of the year, I have handled 23 occipito-posterior 
cases in private work and a few at the Charity Hospital along 
these lines. 17 rotated spontaneously, most of these after being 
placed on the appropriate side. And here let me state again that 
multipare are prone to rotate and deliver at times with lightning- 
like rapidity after being placed in this position. Three rotated 
into the hollow of the sacrum; one delivered spontaneously, and 
two were delivered by forceps; one of these was stillborn. Two 
were delivered by Seanzoni’s method. One L. O. P. case rotated 
until the occiput pointed to the left acetabulum, and stopped; ro- 
tation was completed and delivery effected by forceps. One baby 
out of the 23 was stillborn after a difficult forceps delivery, with 
final rotation into the hollow of the sacrum. The posture above 
outlined is of the greatest value; for example, one primipara de- 
livered herself of a ten pound baby with the cord three times around 
the neck two hours after being placed on the right side. More 
active treatment, I am sure, would have cost us the baby’s life. 
Next in favor, in suitable cases, is the Scanzoni maneuvre; manual 
reposition, version, and other manipulations may be successfull 
employed when indicated. Let us bear in mind that most of the 
eases will rotate spontaneously, if we wait long enough; in a few 
cases, however, delay beyond a certain point will be injudicious, 
and will. cost us the baby’s life. 
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MENACE TO PUBLIC HEALTH.* 


By DR. OSCAR DOWLING, President of the Louisiana State Board of Health. 


I have gathered for this evening some figures on five of the 
diseases which seem at present to be a menace to public health, 
perhaps more particularly than any other of the communicable 
diseases which are controllable. 

The records of the State Board of Health for 1919 show, for 
the entire State of Louisiana, the following: 

Cases Deaths 
Smallpox 1,121 471 
Pulmonary Tuberculosis . 1,579 2,326 
Gonorrhea 2 5,153 
Syphilis 2,664 
Chancroid 


11,320 


For 1920, for the entire state up to September 30th, inclusive, 
the following: 

Cases Deaths 
Smallpox 1,192 137 
Pulmonary Tuberculosis ................ . 1,270 1,742 
Gonorrhea 3,350 11 
SE fetetthnckreaisonn ee ae 
Chancroid 


8,480 
For New Orleans for the year 1919, the records are: 


Deaths 
Smallpox 98 5 
Pulmonary Tuberculosis 129% 812 
,Gonorrhea 2,312 3 
Syphilis 
Chancroid 


For New Orleans for 1920 up to September 30th, inclusive: 
Cases Deaths 
Smallpox : 686 109 
Pulmonary Tuberculosis .. 9 575 
Gonorrhea 37 6 
Chancroid 


4,610 739 


* Read before the Orleans Parish Medical Society, December 27, 1920. 
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3ased on weekly reports up to December 18th, there have been 
in New Orleans during 1920, 848 cases of smallpox and 123 deaths. 

Statistics of the Bureau of Venereal Diseases from December, 
1919, to November, 1920, show a total of 8,033 cases—3,994 white, 
4,039 colored. The figures of the deaths given above do not cover 
this period, but they are sufficiently significant to indicate the 
death rate. 

I need not present to you arguments concerning the appalling 
menace which Tuberculosis is at the present moment to the people 
of Louisiana. I am sure you are sufficiently familiar with the 
situation to realize its gravity. 

Neither do I need to present any data to convince you relative 
to results of compulsory vaccination, but, for your information, it 
may be interesting to know that figures gathered for a period of 
four years of European countries show, in a population of 175,200,- 
000, without compulsory vaccination there was an average per mil- 
lion of 2,422.5 deaths from smallpox ; whereas, for the same period, 
in a population of 89,600,000, there was only an average per mil- 
lion of 24.5, with compulsory vaccination. 

[ assume you are familiar with the army records in relation 
to the lowered percentage of cases of venereal diseases among the 
soldiers wherever preventive measures were put into effect. The 
purpose of these figures is to bring before us the situation. I think 
they clearly do so, and the second point we have for consideration 
is, what we can do by cooperation to control the present situation 
and, prevent further spread of these and other communicable dis- 
eases. 

The situation having been considered, the second point is the 
remedy, or suggestions. .I feel sure you know the dire need for 
better health organization for the units of the state—community 
and parish, outside of New Orleans. There are a few communities 
and parishes—very few, I am sorry to say, where the people have 
sufficiently awakened to pay a living salary to the health officer, 
but in the main the state is without efficient service because of the 
lack of appropriations to pay men who would give their full time 
to the work. Another weakness of the present situation is the lack 
of sufficient machinery on the part of the State Board to meet 
every emergency. This also is due to lack of funds. I think, how- 
ever, present conditions may be improved by a closer cooperation 
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tween those who are in responsible public health positions. The 
city and state offices at present are fairly in touch with each other. 
The state office receives weekly totals of communicable diseases, 
and if an epidemic be imminent, of typhoid fever, for example, 
where the State wishes to help in running down the source or in 
uaking an investigation of contacts, the files of the city are open 
to our office. This makes it practicable for the state to give as- 
sistance in an emergency. 

We lack prompt reports from Charity Hospital of names and 
addresses of persons who come from without the city to the hospital 
for treatment. It is our duty to notify Parish and City Health 
Officers, and we should have these reports in detail and as prompt- 
ly as possible, of all contagious diseases. 

We should also have from the city office reports of cases of 
venereal diseases where the persons are residents of Louisiana, but 
not of the city. If there are patients of this character there should 
he daily records of them, and we should have weekly records from 
the city office of the doctors’ reports of cases that have originated 
outside of the city, or of persons who have come from places out- 
side of New Orleans. 

We should avoid duplication of effort. The city office should 
have complete reports of all communicable diseases, venereal dis- 
eases included, and if the machinery of the City Board is adequate 
for the taking care of all of these cases, venereal cases included, 
the state office should be relieved of any responsibility concerning 
them, except, as before stated, where they originate outside of the 
city. 

I think it would be well for the Superintendent of Public Health 
to be Assistant Collaborating Epidemiologist, as this implies the 
franking privilege for all reports from physicians. Supplies are 
sent from Washington, and it leaves no excuse on the part of 
physicians for a lack of reports. 

It is also apparent that tuberculosis cases from outside the city 
should be reported to the State Board, that these, too, may be in 
turn reported to the local officials. 
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PROCEEDINGS OF THE STAFF OF TOURO INFIRMARY 
HELD AT TOURO ON DECEMBER 8, 1920. 


Dr. C. L. Eshleman: Case 1. The first case is that of this 
young man, 34 years old; who came before me for the first time 
about two years ago, complaining of having had digestive troubles 
since 1914, hunger pain at various times, recent hematemesis and 
tarry stools. In addition, he had had “frequent attacks of cold 
and cough” and had been at one time sent West by his physician 
on account of his lungs—tuberculosis? He remained West for 
three months and returned home improved. 


When I saw him, therefore, with these gastric symptoms, he 


had a bad history and there was slight impairment of resonance 
at the apices of his lungs, but no distinct evidence of any active 
lesion. The diagnosis at this time was gastric ulcer, and pos- 
sibly arrested pulmonary tuberculosis. I did not see him or 
hear from him again until two weeks ago. At this time, he told 
me that he had had some digestive symptoms and tarry stools 
during the two years, but his chief complaint was the severe, 
persistent loose cough with much purulent sputum and weakness. 
A cursory examination on the night of his admission showed that 
he had lost considerable weight, looked weak, was coughing and 
expectorating profusely and his lungs showed broncho-vesicular 
breathing and extensive fine moist rales. The next day a more 
detailed history brought out that while he still continued to have 
gastro-intestinal symptoms at times, he had been troubled greatly 
with repeated “attacks” of “fresh cough and cold” and he was 
definite in his assertion that at times he was entirely free of any 
cough. This is not usual in cases of tuberculosis and aroused 
my suspicions. His present cough had been of six weeks’ duration 
and had started with high fever and he had been confined to house 
and bed during most of that time. His lungs were as reported, 
and he had expectorated during the night nearly an ordinary 
sputum cup full of muco-purulent material. I was undecided 
at this point whether we were dealing with T. B. or not and began 
to think of other kinds of pulmonary infection—especially as his 
right upper lip showed a healing skin Jesion very suggestive of 
a recent herpes labialis which is more commonly associated with 
pneumonias than other diseases. He was also non-febrile at 
this time and a single examination of sputum had so far shown 
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10 acid fast bacilli. A leukocyte count was 13,500. I thought 
an X-ray of his lungs would be interesting. Drs. Samuel and 
jowie thought it somewhat suspicious of T. B. but were unwilling 
to make a definite diagnosis. We decided to make another plate 
in ten days. 

In the meantime, he got on much better, continued absolutely 
non-febrile, coughed much less and expectorated much smaller 
amounts of less purulent looking material, repeated examinations 
of which showed no tubercle bacilli, and his lung condition im- 
proved with disappearance of the fine crackling rales and broncho- 
vesicular breathing, but a marked bronchitis has persisted. 

Evidently, we were dealing with a resolving broncho-pneumonia 
plus some chronic gastro-intestinal condition which had already 
helped to debilitate and emaciate him. This gastro-intestinal 
condition has not yet been worked out because his pulmonary sym- 
ptoms have been so much in the foreground. A Reyfuss fract- 
ional gastric analysis recently shows a probably normal curve. 
He has had no blood in stools so far. 

I thought he might prove interesting merely on account of the 
fact that at first he seemed to be a case of advanced pulmonary 
tuberculasis which turned out otherwise. 

Cases 2 and 3. Both of these cases are malignant growths of 
he lung but they have presented themselves in rather a different 
way. In case 2, I can only give you some of the history and 


show his X-ray plate because the patient recently returned to his 


ne in Texas. The other case will be brought in later. 


Case 2. This man had first consulted Dr. Lynch for a complete 
iphonia which the doctor found to be due to involvement of the vocal 
cords by a malignant growth. Subsequently, he developed stertorous 
breathing and obstructive laryngeal signs and Dr. Lynch put a trache- 
otomy tube in place and asked me to examine him preparatory to the 
laryngectomy. He was having temperature from 99 to 101 degrees and 
coughing in the manner that all tracheotomy cases do. Interpretation 
of breath sounds after a tracheotomy is not always easy on account 
of the noisy breathing and ronchi in the tubes. The most striking 
physical sign to be detected was a slight amount of dullness at the base 
of right lung and slight diminution of the breath sounds over the same 
area. There was a general bronchitis following tracheotomy but these 
physical signs at his right base were enough to create some suspicion. 
They might have been due to a thickening of the pleura at this point 
from some old pulmonary infection, but I thought it advisable to ask 
for a skiagraph before the laryngectomy was attempted. You will see 
the wisdom of this by noting the very distinct areas of metastasis at 
the base of the right lung and spreading upward somewhat toward the 
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apex also. It was considered unwise to do the laryngectomy under 
these circumstances. This is, therefore, merely a case of secondary 
carcinoma of the lung showing itself shortly after the primary involve- 
ment appeared in the larynx, not an uncommon manner to meet carci- 
noma of the lung. 

Case 3. This case has been in the hospital since November 17. I 
am indebted to Dr. Weis for the opportunity of presenting him. He 
has a malignant growth of the lung also, but I think it is more likely 
a primary condition than a metastatic one as in Case 2. Whether it 
is carcinoma or sarcoma it is impossible to say. Primary carcinoma of 
lung was formerly considered rarer than sarcoma, but this is not the 
case. 

He is 58 years old. Family history is negative. There has been no 
previous illness which might throw any light on the present condition. 


DISCUSSION 


Dr. Randolph Lyons: A word about the first case particularly 
with reference to the importance of correlation between radio- 
logists and physicians. Owing to the epidemic of influenza 
during the past two years, many changes have taken place in the 
lungs of persons who have had that disease. These changes do 
not, however, affect the individual who had influenza, but radio- 
logically, the lungs will show permanent pathological changes. 

In St. Louis, I had the opportunity of seeing a number of lung 
sections which had been prepared by Dr. Opie, demonstrating 
various lesions of influenzal pneumonia. Many of the sections 
showed marked involvement of the lymphatics, others changes in 
the bronchiole leading to bronchiectasis, others showed marked 
fibrosis. It is not to be wondered then that many individuals 
who have had influenza subsequently have attacks of bronchitis. 


If such a case is X-rayed the lungs will show marked changes 
which might well be supposed to be due to tuberculosis. If such 
a case, however, is carefully examined by the physician, the sputum 
will be found to be with negative tuberculin.reactions. It has 
been my custom during the last year to discuss and examine with 


our radiologist all cases showing lung pathology with radiological 
findings and to try to correlate them as much as possible. 


Dr. S. K. Simon reported a case of carcinoma of the lesser curvature 
of the stomach originating near the cardiac end with extensive meta- 
stasis. This patient was 56 years old, an engineer helper. He gave a 
history of having been taken sick in June of this year with mild 
gastro-intestinal disturbances, Physical disability was an early develop- 
ment and the patient became bed-ridden within two months of the onset. 
He entered the hospital service on September 9, 1920, and presented a 
picture of a moderately severe toxemia. The temperature ranged from, 
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0914 in the mornings to 102 in the afternoons. The principal symptom 
Was an excruciating, lancinating type of pain in both shoulders and 
along the dorsal spine. Objectively, nothing could be made out. The 
castrie analysis revealed achylia gastrica but there was no motor in- 
sufficiency and no obstructive signs at the cardia. The blood picture 
was that of mild secondary anemia with moderately high leukocytosis 
10,000 to 15,000). No glandular enlargements could be made out. The 
X-ray examinations of the gastro-intestinal tract were negative. A 
diagnosis of hypertrophic arthritis of the lumbar spine was made by the 
radiologist. This could not, however, be considered as the main source 
of trouble. The real nature of the disturbance was finally revealed - 
about one month after admission. A tumefaction developed over the 
right thoracic region which rapidly increased in size, At first thought 
to point to hepatic abscess, aspiration failed to reveal pus. A patho- 
logical fracture of the sixth and seventh ribs in the liver region event- 
ually occurred which made it certain we were dealing with a malignant 
growth involving one of the visceral organs. At autopsy, a carcinoma 
of the lesser curvature was found in the neighborhood of the cardia 
without, however, blocking that orifice. Extensive metastasis of the 
thoracic and retroperitoneal glands was present and likewise metastatic 
nodules in the heart muscle, liver, spleen, pancreas and peritoneal cavity. 


Several interesting features charactized this case. (1) The ex- 
tensive metastatic involvement representing a general and diffuse 


carcinomatosis. (2) The prominence of the toxic features from 
the onset. (3) The absence of all objective signs in the stomach. 
(4) The negative radiological report in spite of the rather ex- 
tensive involvement found at autopsy in the lesser curvature. 
(5) The prominence of the neuralgic pains along the spine and in 
both shoulders in the absence of all pain in the abdomen or thorax. 
(6)The occurrence of a pathological fracture of the ribs yielding 
the first definite evidence of malignancy. 


DISCUSSION 


Dr. Lanford: Carcinoma of the lesser curvature of the stomach 
is very difficult to recognize before death. I have seen two autop- 
sies during the past year of this condition and neither diagnosed 
hefore death. This case was of particular interest on account of 
the method and route of its metastases. The primary growth 
was situated in the upper left side of the lesser curvature but did 
not encroach upon the esophageal junction. The metastasis had 
taken place by continuity of tissue and had involved all the struct- 
ures in the lesser peritoneal cavity, extending over to the spleen, 
and involving the greater portion of the pancreas, and to the right 
to the under surface of the liver. Its lymphatic metastases were 
most striking downward as all the lymph nodes in the peritoneal 
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cavity and retroperitoneal space were involved, down. to the iliac 
vessels. 

Another unusual condition was that the lung was not in- 
volved, either grossly or microscopically, but there were some 
metastases in the musculature of the heart, varying in size from 
two to six mm in diameter and located mostly in the right auricle 
and ventricle. There were also about five metastases in different 
ribs; three on the right and two on the left, the one on the right 
side involving the seventh rib had caused a fracture of this rib. 
The involvement of the ribs and adjacent structures probably ex- 
plains the neuritic pains. 


Dr. C. A. M. Dorrestein: White female, age 60 years, housewife. 
Entered hospital November 3rd complaining of a dull aching pain in 
lower abdomen, especially on right side—and a vaginal discharge; fever 
and loss of weight, about 50 pounds in five weeks. 

Pain was first noticed about two months ago and lasted for four 
or five days. Since that time she has had frequent attacks which would 
last several days and then disappear. Lately the attacks have increased 
in severity and for the past week have been continuous, accompanied by 
a purulent, foul-smelling vaginal discharge, grayish in color. She has 
suffered with constipation since moving South three years ago, worse 
in the summertime. 

Family history negative. Four children living and well. 

Previous history. Usual diseases of childhood. 

Medical. Has complained of constipation for 25 years. Began men- 
struating at 15, always regular; ceased age 45. 

Physicai Examination. Patient well developed and in a fair state of 
nutrition. Lungs and heart normal. Abdomen: no rigidity, wall rather 
thin; slight tenderness, low, upon deep palpation. No masses palpable, 
nor liver, spleen or kidneys. 

Pelvic Examination. Increased resistance in vaginal vault. Mass 
behind uterus; adherent; pyometra. 

Laboratory Examination. Hemoglobin 70%; white blood cells 14,700; 
with 84% polymorphonuclears. Erythrocytes 3,975,000. Urine showed 
numerous pus cells and an occasional red cell. 

Tentative diagnosis—Pyometra. 


A panhysterectomy was done on November 9. The uterus was 
carcinomatous and adherent to bladder and rectum with a per- 


foration about 3 ¢.m. in diameter through posterior wall into the 
peritoneal cavity. 


The pelvis was filled with sloughs and a small amount of pus. 
Cause of pyometra not determined by Pathological Department. 
Operation did not improve general condition. Patient died on 
November 13 with general septicemia. 
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Discussion 

Dr. D. N. Silverman: An interesting point in the history of 
this case was its sudden onset but two months previous to operation. 
There was no history of fever up to two weeks prior to admission. 
There had been some bleeding from the rectum a few months be- 
fore the case came under observation. At the time of examination, 
a mass could be felt about two inches above anal margin, pressing 
upon the anterior portion of the rectum but not involving this 
organ. No reason was detected for the presence of blood in the 
stools. 

Dr. L. H. Landry: 1 would like to say a few words about a 
case of gangrenous appendicitis. He came in with a ruptured 
appendix which was removed and drained. This was followed by 
a large, retrocecal abscess which also had to be drained. A few 
days following this, he developed a sudden hemorrhage which was 
quite alarming and was returned to the operating room. How- 
ever, on exploration, the hemorrhage was found to be caused by 
a ruptured or eroded epigastric artery. This was easily con- 
trolled. He apparently was getting over this when it was dis- 
covered that he had metastatic abscesses in the liver. This was 
more than he could stand as he had been considerably debilitated 
by his long pus infection. Patient died about six weeks after 
his original or primary operation. 


Dr. F. W. Parham: A very interesting case. This man came 
to my office originally, complaining of pain in left side over back 
part of lumber region. At the time as I thought it was just 
myalgia, but took his temperature which was found to be 101. 
He wanted to go home which I allowed him to do. Next day 
he was no better; Dr. Bradburn went to see him. Reported such 
a condition, temperature 102, Ambulance was sent for him. 
Leukocyte count was 18,000; took away the idea of simple myalgia. 
Examination revealed no sign of real pain, but on palpation I 
found pain to be posterior on right side. Changed to front 
after a while. I was unable to make a tentative diagnosis at 
the time. Tentative diagnosis made by Interne “appendicitis”. 
He developed gradually a little swelling in the right lumbar re- 
gion below costal arch, which could be made out by the thumb 
behind and fingers in front. Liver at that time showed enlarge- 
ment, no tenderness over intercostal space. No sign of edema, 
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but as I felt this induration below ribs, I put a needle in. Found 
pus. Next morning, took him into operating room and made 
incision about one inch below rib and found that this was a pro- 
jecting liver. Then sewed liver up to the wall below and took 
two or three stitches above to shut off subphrenic space and opened 
it. Found a large abscess of liver. Leukocyte count at that 
time about 20,000. High differential count 90, sometimes as 
high as 95. After abscess was opened, no improvement took place. 
Began to complain of pain on other side and I found a swelling 
in the region of the left kidney. I opened that finding a large 
quantity of pus which was perinephral. Improved but leukocyte 
count remained high. Developed same evening a temperature 
nearly 103. I have punctured the liver in a number of places 
on the right side and lower part of chest on right side, left pleural 
cavity. I have made careful search everywhere and no evidence 
of pus found. Strange to say, the man has shown latterly some 
signs of improvement. Liver decreased in size. Subsequently 
made an incision, put drainage tube from front through liver and 
brought out in eleventh intercostal space behind. Man has a 
tremendous appetite and. encouraged by Dr. Lemann, eats every- 
thing except cabbage. Unable to find any other focus. Had 
seen man previously with a nail puncture of foot, occuring eight 
days before, and considerable abscess which I opened. I believe 
that was the starting point of his infection through metastasis. 
From one point to another, multiple abscesses of liver. 

Dr. Gessner presented a case of ‘‘Thyrotoxicosis.’’ Patient died 
after operation. Age, 23 years. Had diagnosis made by physician in 
country. Rested for two months. No improvement. When she came 
here, she presented a typical hyperthyroid condition—enlarged neck, 
exophthalmus, rapid pulse, usual lid signs, moderate degree of tremor. 
She had a sign which is frequently described in articles but seldom seen 
by me—a tendency to diarrhea. A Goetsch test was made; her reaction 
to Adrenalin was moderate. Operated next day—excision of lobes, sym- 
metrical. Pulse ran to 160 but came down to 150. Sent her to ward in 
good condition. After going to ward pulse began going up, to a rapidity 
which seems almost impossible to count—200. Cyanosed. Pulse remained 


very high and began to lose in volume. 1 hour after operation in spite 
of saline infusion, she died. 


Dr. Leake brought up a point—what lessons can be leaned from 


the study of fatal cases. In this case, preliminary ligation of poles 
would have been a better thing to do. Two tests can be made 
in these cases; one the Goetsch and the other, that of metabolism. 
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The Goetsch test reaction was so mild it seemed a case for final 
operation. If I had the case to do over, I would do a ligation and 
when it improved, would proceed to do a resection. 


DiscussIoN 
Dr. Lyons: The Goetsch test has not been accepted as en- 
tirely reliable of Thyroid function. He himself said in his last ar- 
ticle that in very marked cases of exophthalmic goiter this test 
was frequently negative. The fact that Dr. Gessner’s patient 
reacted so slightly should probably have been interpreted as an 
index of extreme toxicity. 

Dr. Gessner also reported the case of a man 73 years old, mild degree 
of intestinal obstruction. Repeated enemas brought results; passed 
bleod by rectum which apparently did not come from anus; there were 
no hemorrhoids. X-ray picture was suggested. Opaque meal stopped 
at hepatie flexure. Opaque enema also stopped at hepatic flexure. 
There appeared to be some ulceration of bowel. Operation was sug- 
vested. Family asked for consultant and he agreed to opening abdomen. 
Examined intestine especially the colon from appendix to rectum and 
found nothing abnormal in the bowel. This is just one of the cases 
in which the X-ray. misleads us. Result recovery. Time between X-ray 
examinations was a week or ten days. Mild degree of obstruction re- 
lieved by enema. Presumptive diagnosis, carcinoma of bowel. 

Discussion 

Dr. Parham: I made a diagnosis years ago in a case of partial 
obstruction of colon. Patient at Battle Creek for 7 weeks and 
Dr. Case, who is well known as roentgenologist, corresponded with 
me on the subject and put it down as a case of ileal stasis with 
incompetent ileocecal valve. Says about one person in six has 
an incompetent ileocecal valve permitting regurgitation. Did 
not lay sufficient stress on pain indicating partial obstruction. 
There was no pain in Dr. Gessner’s case. Did not believe ileal 
stasis would be sufficient to explain. Man died subsequently. 
[ refused to operate because something else had developed—tumor 
on left side. Autopsy showed intussusception of one meter of je- 
junum, entirely gangrenous. Dr. Lanford, who held the autopsy, 
found in the splenic flexure of colon old ulcer with contraction 
producing partial constriction. In that case it was a mistake 
of the roentgenologist who had not read the pictures properly. 
Dr. Case said this might be set down as evidence against roentgen- 
ology but it was the fault of the roentgenologist himself—the picture 
showed it but the roentgenologist failed to read it. properly. 
Diagnosis: Colonic obstruction rather than ileal stasis. 
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Dr. Wm. Kohlmann: Case was that of lady 50 years old who 
came in with partial obstruction of intestine. She came in com- 
plaining of “cramps in the stomach.” Entered November 12. 
First time she noticed these “cramps” was last September. Pain 
came on slowly with no nausea or fever. She‘had much gas and 
occasionlly would notice a finger-like projection rising up in the 
abdomen below the umbilicus and the left. The elevation and 
“cramps” would come on synchronously. First attack lasted 24 
hours. Reoccured three weeks later, accompanied by nausea and 
vomiting. Occasionally, sour stomach and stools rather white. 
When very severe, she noticed pain in gall-bladder region. He 
had seen the case before. She had been operated on 22 years ago 
for some apparent pus collection in the side—retroperitoneal ab- 
scess as well as he remembers. She has had no illness previously. 
Questioned carefully as to typhoid, gastro-intestinal condition. 
Made physical examination; well developed woman, pale, slight 
touch of jaundice. Lungs negative. Extra systole. No ab- 
normal distention in abdomen. Some tenderness on palpation 
just below the umbilicus and about two inches to the left. Could 
feel contraction of small intestine, elevations of abdominal wall; 
complained of “cramps” as she termed it. Total blood count, 
white five and one half thousand. 8% eosinophilia. Immediately 
made examination of stool. Absolutely negative for ameba, para- 
sitic ova and occult blood. Gastro-intestinal series run which 
showed nothing. Watched her for about twelve days trying to 
come to some conclusion. She had spells of constipation which 
lasted for several days. ‘Twelve days after she came laparotomy 
was done and intra-abdominal examination revealed a hard mass 
in the lumen of the small intestine, low in the jejunum. Rather 
hard, nodular, about 34 size of hickory nut. The intestine which 
was hanging down on the left side in the pelvis was brought up 
and right at this place was found a stenosis of the intestine which 
reduced the size of the lumen to less than half the size. Just 
back of the stenosis was this hard mass. Incised into the lumen 
and delivered this mass which was nodular and proved to be a fecal 
lith. It would get jammed and cause the gas to form, peristalsis 
and pain. A side to side anastomosis was done—put in a button. 
Practically normal recovery. Area showed no gross signs of ma- 
lignancy. Fluoroscope and skiagraph of abdoman showed no 
signs of button. No report of having passed button. 
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News and Comment. 


NEWS AND COMMENT 


TRAINED Nurses LicENsED.—At the semi-annual examination 
of the Louisiana State Board of Examiners, held simultaneously 
at Shreveport and New Orleans, December 13 and 14, eighty-five 
applicants qualified as registered nurses. The Louisiana Nurses 
Board of Examiners is composed of the following doctors: Dr. 
J. T. Crebbin, President; Dr. J. $. Hebert, Sec’y-Treas.; Dr. G. 
S. Brown, of New Orleans, and Dr. F. J. Frater, of Shreveport. 


MemoriaL TABLET TO DISCOVERER OF YELLOW FEVER ORGAN- 
1isM.—The authorities of Guayaquil have ordered that a tablet be 
placed in the bacteriologic laboratory of the Public Health Depart- 
ment of Guayaquil to commemorate the discovery of the causative 
organism of yellow fever. The inscription reads as follows: “In 
this laboratory of the Public Health Service, the prominent Japan- 
ese bacteriologist, Hideyo Noguchi, member of the Rockefeller 
Institute discovered the yellow fever organism, July 24, 1919.” 


DISTRIBUTIONS BY THE CARNEGIE FounpAaTion.—The Carnegie 


Foundation for the Advancement of Teaching distributed up to 
June 30, 1290, the sum of $7,964,000 in 664 retiring allowances 


and 245 pensions to widows of professors in 159 universities and 
colleges. This announcement has been made to the Trustees by 
Dr. Henry S. Pritchett, the President. The Foundation’s assets 
are $24,628,000. The Teachers Insurance and Annuity Associa- 
tion, established by the Foundation, during its first two years had 
provided for teachers in 213 institutions, 585 policies totalling 
$2,969,000 and 513 annuity contracts representing $540,000, or a 
total expected payments of $6,480,000. 


New Raprtum Institutr.—The Hotel Dieu Radium Institute 
consisting of members of the staff of the Hotel Dieu, New Orleans, 
has been formally opened. This makes the fourth radium institute 
which has opened in New Orleans within the past few years, the 
others being the Radium Institute of New Orleans, the Polyclinic 
Radium Institute and the Southern Radium Clinic, Inc. 


New Tvusercuntosts Sanatortum Depicatep.—The grounds, 
comprising 54 acres of land, donated by Col. J. B. Ardis and his 
family, situated at New Pines near Shreveport, have now a new 
building on them which will serve as a sanatorium for the treat- 





News and Comment. 


ment of tuberculosis, said building having been dedicated by form- 
al exercises on December 4. The sanatorium with its auxiliary 
structures represents an investment of over $100,000. 


CENTRAL Mississipp1 MepicaL Association, composed of the 
counties of Hinds, Rankin, Madison, Yazoo and Simpson, held its 
annual meeting on December 21, at Jackson, Mississippi, and elect- 
ed the following officers: President, Dr. R. H. Hall, of Hinds; 
Vice-President, W. S. Hamilton, of Hinds, H. W. Watson, of 
Rankin, E. A. Cheek, of Madison, John Barlington, of Yazoo and 
lt. W. Burnett, of Simpson. 


IMPROVEMENTS aT St. Louis UNiverstry.—Announcement has 
been made by the President of the St. Louis University that Dr. 
John Auer, pharmacologist of the Rockefeller Institute of New 
York, has been secured to institute and conduct a Department of 
Pharmacology in the College of Medicine of the University. It is 
the hope of the faculty of the University to be able, through the 
Centennial Endowment Fund of $3,000,000 now being raised by 
the friends and alumni of the institution, to establish complete de- 
partments in every line of medical instruction and research. 


Hicuest Ratines ror Licensure.—At the recent examination 
for licensure conducted by the Missouri State Board of Health, 
members of the Class of 1920 of the St. Louis University College 
of Medicine were awarded sequentially the fifteen highest ratings 
in a class of eighty-five candidates representing twelve universities. 


Franco-ANGLO-AMERICAN CANCER LEAGUE.—This league, which 
was organized in Paris in 1918, is made up of a group of wealthy 
and influential persons and it is claimed to be “the first institution 
founded with scientific and philanthropic object as the result of an 
understanding between the three great allied nations,” according 
to a statement printed in the first announcement of the formation 
of this league. The major interest will be in the establishment of 
hospitals, laboratories and other institutions for the control of 
cancer. The league numbers among its council of administration 
the following: M. Justin Godart, ex-Under-Secretary of State for 
the Service of Public Health; Professor Hartmann, of the Academy 
of Medicine; Sir John Pilter, Honorary President of the British 
Chamber of Commerce; Professor Mark Baldwin, Foreign Corre- 
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spondent of the French Institute, and Baron Edouard de Roths- 
child. 


CONGENIAL OccuPATIONS SuPPLANT MEDICINES.—Reports from 
the Government tuberculosis sanataria of the U. S. Public Health 
Service show conclusively the great value of occupational therapy 
as an adjunct in the-treatment of disabled soldiers. Occupational 
therapy consisting of metal work and manual handicraft for cur- 
ative and divertional jyurposes promises much in the medical care 
and treatment of those now being cared for by the Service. Ac- 
cording to the report out of 392 patients admitted to one sanitorium 
263 took oecupational therapy and 129 did not. Of the former 
only two patients left the hospital against the advice of physicians 
in charge, while, on the other hand of the 129 who did not take 
occupational therapy, 83 either deserted or left the hospital against 
the advice of the physician in charge. This is less than 1 per cent. 
among the former, as against 65 per cent. among the latter class 
of patients. Occupational therapy is not vocational training but 
is given to bed patients and to those who are convalescing. When 
patients have completely convalesced this form of therapy is suc- 
ceeded by vocational training. 


Surrutn Dioxip 1x Canpres ForsippeN.—The use of sulphur 
dioxid in even the most minute quantities in the preservation of 
confectionery will not be permitted by the Bureau of Foods in the 
State of Pennsylvania. The recent appearance of chocolate-covered 
cherries containing sulphur dioxid led to the issuance of orders to 
prosecute all dealers and manufacturers handling the adulterated 
confectionery. The sulphur dioxid is used to preserve the fruit 
but it is found. to be deleterious. 


WarninG AGatnst Tricnina.—The U. 8. Department of Agri- 
culture has issued a warning against eating pork unless it is well 
cooked. Quantities of pork which being prepared at present on 
farms will soon be commercially disposed of and following this 
comes an increase in the number of cases of trichinosis so we are 
reminded that no matter how healthy the animal may be or how 
excellent the meat looks pork may nevertheless contain the germ. 
A rule tried out by a Danish investigator requires that the meat be 
cooked from 15 minutes in summer to 18 minutes in winter for 
each pound of weight, if put into boiling water and the water is 
kept boiling throughout the cooking process. 
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Mosite Mepicau Society ELtects New Orricers.—At the an- 
nual session of the Mobile, Alabama, Medical Society, held on 
December 4, the following officers were elected: Dr. William H. 
Oates, President; Dr. Edward 8S. Sledge, Vice-President; Dr. 
Willis W. Scales, Secretary (re-elected) ; and Dr. Edley W. Caw- 
thon, Treasurer (re-elected). 


OFFICERS OF OUACHITA SocieTty.—At the annual meeting of the 
Ouachita Medical Society held at Monroe, La., December 8, the fol- 
lowing officers were elected: President, Dr. Courtland P. Gray; 
Vice-President, Dr. George W. Wright; Secretary-Treasurer, Dr. 
James E. Walsworth, all of Monroe. 


PRECAUTIONS AGAINST INTRODUCTION OF EPIDEMIC DISEASES.— 
The spread of typhus, plague and cholera was prevented during the 
war by precautions in the restriction of commerce in countries of 
central Europe where such diseases were prevalent, but since the 
resumption of commercial intercourse these diseases have again 
begun to invade neighboring countries. Precautions have been 
taken, however, by the Public Health Service to prevent the im- 
portation of epidemic diseases into the United States and officers 
have been stationed at practically all of the important ports of 
Europe to inspect vessels and their crews and passengers prior to 
their departure for American ports. Stringent measures have also 
been adopted along the Mexican border to prevent the introduction 
of typhus fever. 


INTERNS WANTED FOR THE PANAMA CANAL HospITaLs.—Single 
men, between the ages of 22 and 30 years, American citizens, gradu- 
ates of medical schools whose graduates are eligible for the Army 
Commissions, are wanted for duty on the Isthmus of Panama. 
Appointments will be made without civil service examination. 
Appointments will be for a period of one year, carrying compensa- 
tion at the rate of $75.00 per month, with free steamship trans- 
portation to and from the Isthmus free subsistence, lodgings and 
laundry. The work required is the same as that required in any 
of the large hospitals in the United States. The Ancon Hospital, 
with monthly admission rate of 900, and the Colon Hospital with 
monthly admission rate of 200, are the two hospitals in which 
service will be required. For further information address The 
Chief of Office, The Panama Canal, Washington, D. C. 
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Far Eastern AssoctaTion or TropicaL Mepicitne.—The fourth 
Congress of the Far Eastern Association of Tropical Medicine will 
be held in Weltevreden, Batavia, in August, 1921. The President 
of the Board is Dr. Byker, the Vice-President, Dr. W. Th. de Vogel 
and the Secretary is Dr. H. M. Neeb, who is also the General 
Major of the Military Medical Service of Batavia. The papers will 
be classified in the following group of subjects: Tropical Physi- 
ology (Beri-beri) ; Protozoology (Helminthology) ; Cholera, Plague, 
Leprosy, Tuberculosis, Tropical Fevers, Dysenteries, Surgery, Ob- 
stetrics, Infantile Diseases, Climate, Hygiene, Sanitation and 
Quarantine, and others if necessary. All titles of contributions 
should be sent in at once; papers may be sent later on, and these 
may be in Eyglish, French or German. The subscription to the 
association of $10.00 is to be paid in Fillip. Currency. A suitable 
program is being arranged for the entertainments of visitors dur- 
ing the Congress. 


AccIDENT PREVENTION TatGut IN AMERICAN ScHooLs.—The 
study of Accident Prevention has been introduced into the public 
and private schools of twenty-nine of the most important industrial 
centers of the United States. Conclusive results have been obtained 
by this so-called “safety-instructions,” as for example a reduction 
of ‘90 per cent. in the number of avoidable accidents in the Leigh 
Valley, Penn., industries. Several states have appointed committees 
with a view to rendering “safety-instruction” obligatory in all 
schools throughout the United States of America. It would ap- 
pear to be of the utmost importance that habits of caution be in- 
stilled and the theory of safety taught in order later on to protect 
the children of the country from the dangers inherent to certain 
industries. 


American Rep Cross BupGEeT For 1921.—Appropriations of 
$48,200,000 have been made by the American Red Cross for the 
fiscal vear 1921. These figures are $21,000,000 below those of 
1919-20. Thirty thousand victims of disaster were aided during 
the last fiscal year entailing an expenditure of $900,000 in cash 
and supplies. Thirty temporary hospitals over 20 motor corps and 
% special relief trains were organized. The disasters in which the 
American Red Cross helped the victims were 73 in number, includ- 
ing 19 tornadoes and cyclones, 2 hurricanes, 2 cloud bursts, 1 hail 
storm, 2 earthquakes, 1 landslide, 15 fires, 1 explosion, 9 floods, 
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10 shipwrecks, 1 train wreck, 4 riots, 1 motor accident and 2% 
droughts, in which 850 people were killed, 1500 injured and about 
13,000 rendered homeless. The value of the property destroyed 
was estimated at $85,000,000. 


Prysicians’ Home a Wortny Cavse.—Prominent citizens of 
New York City are organized with a view to providing a home 
for aged physicians and their wives whom adversity has rendered 
dependent. This is not to be a local institution but is to be made 


country-wide as rapidly as interest grows and finances permit. 
Anyone interested in the development of the home should write to 
Dr. Robt. T. Morris, 616 Madison Avenue, New York City. 


Morton IN THE HALL or FamMe.—The list of names of persons 
elected to the Hall of Fame in the quinquennial elections by the 
Senate of the University of the State of New York includes that of 
William Thomas Green Morton for the accredited successful 
demonstration of ether anesthesia. Dr. Morton is thus the first 
physician who has been elected to the Hall of Fame in recognition 
of a medical achievement. 


New Boarp Cuarity Hosriran.—On January 15, Governor 
John M. Parker announced the appointment of the following board 
of administrators for the Charity Hospital: Dr. Geo. S. Bel; 
Messrs. F. W. Evans, Sylvester Levy, C. C. Cowles, George J. 
Glover, Terrence Smith and William Pfaff. The last three are 
re-appointments and the term of an eighth member, J. P. Henican, 
has not yet expired. 


Survey or Drue Appicts.—Clinics conducted by the narcotic 
division of the Bureau of Internal Revenue, through which agency 
several thousand drug addicts were examined, reveal no evidence 
of an increase of the narcotic habit since prohibition went into 
effect. The number of women habitues is slightly in excess of the 
number of men. The investigation disclosed that different com- 
munities have their favorite narcotics. In New York the addicts 
consume heroin almost entirely; in Chicago there is a predominant 
demand for morphin; in San Francisco, owing to the many oriental 
inhabitants, opium is most frequently employed, whereas St. Louis, 
New Orleans and other cities with a large colored population, 
cocain is found to be much in vogue. Field agents of the bureau 
have recently discovered small stocks of hashish. 
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CoNnGREss OF MepicaL EpueatTion anp Licensure.—The next 
annual Congress on Medical Education and Licensure will be held 
at the Congress Hotel, Chicago, March 7, 8, and 9, 1921. A joint 
program will be participated in by the Council on Medical Educa- 
tion and Hospitals of the American Medical Association, the As- 
sociation of American Medical Colleges and the Federation of 
State Boards of the United States. Fifteen communities will pre- 
sent reports on suggestive courses of graduate training in the vari- 
ous specialties; reports on the medical curriculum will be pre- 
sented by several committees dealing with the clinical subjects of 
the medial course, and other papers will deal with the National 
Board of Medical Examiners, and with problems of special interest 
to state licensing boards. 


SpHacGNeM Moss Usep as A SUBSTITUTE FOR CoTTON IN Sur- 
GICAL Dressinc.—From time immemorial bog moss has been used 
by country people in the treatment of boils and of discharging 
wounds. It has been used in England, Scotland and Ireland for 
practically the same purpose as it is being used today in its re- 
vival in the late war. It was first brought into prominence by the 
importation of the sphagnum by Professor J. B. Porter, of McGill 
University. The Canadian Red Cross turned out upward of 200,- 
000 sphagnum dressings per month. The total British output of 
sphagnum surgical dressing toward the end of the war is estimated 
to have been in the neighborhood of 1,000,000 while the sphagnum 
work of the American Red Cross was comparatively more because 
of the late date (summer of 1918) at which the first car load of 
this material was entered in the United States. The advantages 
of sphagnum over dressings made of cotton are many, among which 
may be noted the facts that it will absorb liquids more rapidly, 
about three times as fast, and will absorb more liquid, as well as 
retaining liquids much better than cotton, which means, of course, 
that sphagnum dressings need not be changed as frequently. 


ALL THE HospITats oF THE U. S. Pusitic Heatta Service in 
the southwest are already crowded with tuberculosis patients 
and the influx of others continues so great that the Public Health 
Service has been forced to transfer patients from Tucson, Ariz., 
and other Western hospitals to sanatoriums near Asheville, N. C., 
and elsewhere in the East. Many ill-advised patients have of late 
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thronged to Tucson, unmindful of the fact that every hospital, 
hotel, and boarding house is overcrowded. More than 500 tuber- 
culosis subjects in Tucson are unable to find entrance to a sana- 
torium. Other towns in the Southwest report similar conditions. 

Surgeon General Cumming renews his warning against tuber- 
culosis patients leaving sections where the government is able to 
care for them and going to the southwest on their own initiative. 


New Director ror THE Peking UN1IoN Mepitcat CoLLeGEe.— 
Dr. Henry 8S. Houghton, a graduate of the Ohio State University 
and of the Johns Hopkins Medical School, has been appointed 
director of the Peking Union Medical College. Dr. Houghton has 
spent the greater part of the past fifteen years in China, where he 
has served as physician of the WuHu General Hospital, as Dean 
and Professor of Tropical Medicine of the Harvard Medical School 
of China in Shanghai, and, recently, as a member of the staff of 
the China Medical Board and Pekin Union Medical College, which 
is controlled by a board of trustees chosen by the Rockefeller Foun- 
dation and by six co-operating missionary societies. 


BIRTHDAY CELEBRATION OF PRESBYTERIAN Hosprtat, NEw Or- 
LEANS.—The twelfth birthday celebration of the Presbyterian 
Hospital, followed by the graduation exercises of nurses, took 
place in the Corinne Casanas Free Clinic building on January 14. 
The offering collected at the celebration, which took the form of 
a tea at which members of the Women’s Auxiliary were hostesses, 
is to go into the fund for a new building which it is proposed to 
erect shortly. The ground now covered by the Presbyterian Hos- 
pital measures 287 feet front, by 184 and 115 feet: respectively on 
the sides, assuring ample room for future developments. Last 
vear the service to the poor at the free clinic consisted of the treat- 
ment of 7684 patients. The institution graduated eight nurses on 
January 14. 


LOUISIANA AND MIssIssipPI SECTIONS OF CLINICAL CONGRESS 
or AMERICAN COLLEGE or SurcGEons.—The first annual session 
of the Louisiana and Mississippi Sections of the Clinical Congress 
of the American College of Surgeons was held in New Orleans 
January 10 and 11. The Louisiana Executive Committee is com- 
posed of Dr. F. W. Parham, Chairman, with Dr. L. H. Landry, 
Sec’y., and Dr. A. P. Crain, Counsellor. Clinics were held at all 
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of the hospitals in New Orleans and a resume of clinics was given 
at the Grunewald Hotel, after which several papers of interest 
were read. The next meeting of the association will be held at 
Atlanta, and then in Charleston, with the last meeting in Charlotte, 
North Carolina, completing the Southern tour of the organization. 

Bowpo1In MepicaL Scuoot.—The Bowdoin Medical School, es- 
tablished a century ago by Maine’s first legislature, will be closed 
as a department of Bowdoin College at the end of the current 
session unless it receives financial assistance. For this purpose 
it is estimated that an addition of $25,000 will have to be made to 
the present rseources to be used for equipment, and at least $50,000 
to be used as yearly income for more teachers and for up-keep. The 
trustees of the college believe that there is a place for a medical 
school in Maine and are hopeful of interesting the people of that 
state and the friends of medical education. 

MepicaL History or THE WorLD War.—The Sundry Civil 
Appropriation Bill, just reported to the House, contains an item 
of $50,000 for continuing the work of compiling the medical 


history of the World War, which is under the direction of Surgeon- 
General Ireland and Colonel Charles Lyneh. 


PrersonaLs.—Dr. Ansel M. Caine announces the association with 
him of Dr. Ernest E. Allgeyer in the practice of general anesthesia 
and obstetrical analgesia. 

Dr. L. C. Chamberlain has been appointed surgeon of the Police 
Department. 

Mr. E. H. Walsdorf has recently been elected President. of the 
State Board of Pharmacy; M. C. 8S. Daspit, Vice-President, and 
Mr. J. E. Guess, Secretary-Treasurer. 


RemMovaL.—Dr. W. McDade has moved from Sibley to Minden, 
La., with office in the Joe R. Miller Building. 

Dr. Espy M. Williams, from Patterson to Monroe, practicing 
urology. 

Marriep.—On January 11, 1921, in St. Leuis, Mo., Dr. P. L. 
Querens, of N. O., and Miss G. S. Rives, of St. Louis. 

Diep.—Dr. R. L. Randolph of Alexandria, La., during the past 
month, aged 59 years. 

Dr. E. W. Mahler, of New Orleans, Secretary Louisiana State 
Board of Medical Examiners, aged 37 years, on January 22. 
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MISCELLANY 


PROFESSIONAL INCOME. 


To the professional man the problem of correctly making out 
n income tax return for the year 1920 is somewhat more involved 
than that presented to the salaried man. The wage earner on a 
fixed salary has an accurate estimate of the amount of compensa- 
tion received for personal services, while the professional man’s 
income varies from year to year. In the professional class may be 
included the physician, dentist, lawyer, architect, veterinarian, 
author and clergyman. Each must figure up his net income for the 
last year. If single or if married and not living with his wife and 
his net income was $1,000 or more, or if married and living with 
his wife and his net income was $2,000-or more, a return must be 
filed. 

The exemptions are the same as for the year 1919. $1,000 for 
single persons and $2,000 for married persons living with husband 
or wife, and heads of families, plus $200 for each person dependent 
upon the taxpayer if such persons are under 18 years of age, or in- 
capable of self-support because mentally or physically defective. 
The period for filing returns is from January 1 to March 15, 1921. 

The professional man must make a return of all fees, salaries * 
and other compensation for services rendered, together with income 
from all other sources. If he keeps his accounts on the “receipts 
and disbursement” basis—which means a record of the amount 
received and the amount paid for expenses—he should file his in- 
come tax return for the year 1920 on that basis. If he keeps books 
showing income accrued and expenses incurred during the year, he 
must make his return from his books and include all income, even 
though not entered on his books. If books are kept on the accrual 
basis the taxpayer must include all income that accrued, even 
though not actually received, and may deduct items of expense, 
although not actually paid. Both the receipts and disbursement 
basis and the accrual basis are explained in instructions on the 
forms for filing individual returns of income. 

This constitutes gross income from which the taxpayer is allowed 
certain deductions in arriving at net income upon which the tax 
is assessed. Among such deductions are the cost of supplies used 
by him in the practice of his profession, expenses paid in the oper- 
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ation and repair of an automobile used exclusively in making 
professional calls, dues to professional societies and subscriptions 
to professional journals, rent paid for office room, expense of fuel, 
light, water, telephone used in his office, and the hire of office 
assistants. Amounts expended for books, furniture and profes- 
sional instruments and equipment of a permanent character are not 
aNowable deductions. In the case of a professional man who main- 
tains an office, but incidentally receives at his home, patients, 
clients, or other callers in connection with his professional work, 
no part of the rent of the home is deductible. If, however, he uses 
part of the house for his office such portion of the rent as is prop- 
erly attributable to such office is a deductible item. 

A reasonable allowance is made for depreciation, or wear and 
tear of equipment and instruments used by professional men. 
When through some new invention or radical change in methods 
or similar circumstances, the usefulness in his profession of some 
or all of his instruments or other equipment is suddenly terminat- 
ed, so that he discards such asset permanently from use, he may 
claim as a loss for that year the difference between the cost (re- 
duced by reasonable adjustment for wear and tear it has under- 
gone) and its junk or salvage value. If the apparatus was owned 
,prior to March 1, 1913—the date the first income tax law became 
effective—its fair market value at that date should be considered 
instead of its cost in figuring depreciation and obsolescence. 

Deductions for uncollectible fees form an important item in the 
returns of many professional men. To be allowed as a deduction, 
a debt must be worthless and must have been charged off within 
the year in which its worthlessness was discovered. The return 
must show evidence of the manner in which discovery was made. 
For example, statement, should be made that the debtor has been 
discharged from bankruptcy or has disappeared leaving no trace, 
or that all ordinary means of collections have been exhausted. 

A’ debt proved to be worthless is not always a proper deduction. 
Unpaid amounts representing fees for professional services are not 
allowed as deductions unless included as income in the return for 
the year in which the deduction is sought or in a previous year. 
The fact that expected income was not received does not reduce 
the taxable income. If a debt is forgiven it cannot be deducted, 
because it is then regarded as a gift. A debt may not be charged 
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off or deducted in part, but must be wholly worthless before any 
part can be deducted. 

Compensation in any form for professional services must be in- 
cluded as income. If a physician, lawyer, or other professional man 
should receive from a merchant goods in payment for professional 
services, the fair market value of such goods must be included as 
net income. 

Forms for filing returns are now available at offices of collectors 
of internal revenue and branch offices. Collectors will mail to each 
person who last year filed a return a copy of the return form for 
1920. Failure to receive a form, however, does not relieve a tax- 
payer of his obligation to file a return and pay the tax on time. 
‘Taxpayers whose net income for the year 1920 was $5,000 or less 
should use Form 1040A. Those whose net income was in excess 
of $5,000 should use Form 1040. 

In addition to the individual forms, partnerships must file a re- 
turn of income, or even if there was no net income, on Form 1065. 
Partnerships as such are not subject to the income tax. Individuals 
carrying on business in partnership, however, are taxable upon their 
distributive shares of the net income of such partnerships whether 
distributed or not and are required to include such shares in their 
individual returns. The return must show the name and address 
of each partner and his share of net income. 

The tax this year as last may be paid in full at the time of filing 
the return—on or before March 15, 1921—or in four equal in- 
stallments, due on or before March 15, June 15, September 15, and 
December 15. Payment may be made by cash, money order or 
check, which should be made payable to “Collector of Internal 
Revenue.” The return must be filed with the collector for the dis- 
trict in which the taxpayer lives or has his principal place of busi- 
ness. Heavy penalties are provided by the revenue act for failure 
to file a return and pay the tax within the time prescribed by law. 
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BULLETIN OF THE LOUISIANA STATE MEDICAL 
SOCIETY. 


By P. T. TALBOT, M. D., Secy-Treas. 


As Chairman of the Committee on Scientific Work I wish to 
announce the following Chairmen of the various Scientific Sections 
for the approaching Annual Meeting of the Society to be held in 
New Orleans, April 19, 20.and 21, 1921: 

Medicine and Allied Branches: Dr. T. P. Lloyd, Shreveport, 
Chairman Section on Medicine and Therapeutics; Dr. C. J. Bloom, 
New Orleans, Chairman Section on Pediatrics; Dr. O’Hara, New 
Orleans, Chairman Section on Nervous Diseases; Dr. O. L. Pothier, 
New Orleans, Chairman Section of Health and Sanitation. 

Surgery and Allied Branches: Dr. G. M. G. Stafford, Alexan- 
dria, Chairman Section on General Surgery; Dr. H. W. Kostmayer, 
New Orleans, Chairman Section on Gynecology and Obstetrics; 
Dr. F. C. Bennett, Monroe, Chairman Section on Eye, Ear, Nose 
and Throat, including Stomatology; Dr. H. W. E. Walther, New 
Orleans, Chairman Section on Genito-Urinary and Rectal Diseases ; 
Dr. Ralph Hopkins, New Orleans, Chairman Section on Dermat- 
ology; Dr. L. J. Menville, New Orleans, Chairman Section on 
Radiology. 

Any member of the Louisiana State Medical Society desiring to 
present a paper at the next meeting of the Society should get in 
touch, at once, with Chairman of the respective Section. We are 
very desirous of getting our program completed as early as pos- 
sible and would therefore request that you attend to this matter 
promptly so as to expedite the formation of the program. 
COMMITTEE ON HEALTH PROBLEMS IN EDUCATION. 

A very important conference was held in New Orleans during the 
past month, it being the initial meeting of the Committee on Health 
Problems in Education, of the Louisiana State Medical Society. 
Oh! what possibilities for good if this Committee will only func- 
tion properly! Think of the immense benefit to our future citizen- 
ry (the present school children) if this Committee should be able 
to awaken all our School Boards and Health Boards to the needs 
of the schools along sanitary and medical inspection lines, by mould- 
ing public opinion! This can be done and will be done in time, 
but why not now? 


This Committee has started to work by planning to take a census 
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of schools, colleges and universities in this State, ascertaining 
what is being done in each in regard to sanitary and medical in- 
spections. In order to accomplish even this, the Committee needs 
the co-operation of all right-thinking citizens and, especially, of 
the Doctors, from whom they have a right to expect support. 
After all data has been obtained they expect to seek the aid of 
Health and School Boards and Child Welfare Organizations 
throughout the State, and to bring before every community the 
necessity of doing its duty toward its children. 

This Committee will very shortly send out, through the State 
Board of Education, to every Parish Board of Education, a ques- 
tionnaire, the returns of which will form the basis of their survey 
of the present status of Health Problems in Education. 

This Committee expects and respectfully asks that every member 
of the Louisiana State Medical Society lend his support and in- 
fluence toward making these returns a success. If any member 
should be approached by his Local Board of Education, we would 
appreciagfe it very much if he would assist in explaining any Medi- 


cal Problems which are not satisfactorily understood by that par- 
ticular Board. The function of this Committee is, first to secure 


this information and we feel assured we will receive support from 
Organized Medicine in our State. ; 

This is not a LOCAL move—it is GENERAL. The American 
Medical Association has a Special Committee on the subject and 
every State Society is being urged to form one. These Committees 
have been called for a general conference in Boston, in June, 1921, 
during the American Medical Association meet, so as to unify aims 
and methods. 

This is a big move in the right direction. It should succeed,— 
it is bound to succeed sooner or later so why not NOW? 

A. A. HEROLD, M. D., 
Chairman, 
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MORTUARY REPORT OF NEW ORLEANS. 


Computed from the Monthly Report of the Board of Health of the 
City of New Orleans, for December, 1920. 
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Typhoid Fever ee 
Intermittent Fever (Malarial ‘Cachexia) ES SE IS, 
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Scarlet Fever 

Whooping Cough 
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Influenza 

Cholera Nostras 

Pyemia and Septicemia ---..--- .. 

Tuberculosis 


Alcoholism 

Encephalitis and Meningitis 

Locomotor Ataxia 

Congestion, Hemorrhage and Softening of Brain 
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Convulsions of Infancy 

Other Diseases of Infancy 
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Other Nervous Diseases 
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Pneumonia and Broncho-Pneumonia 

Other Respiratory Diseases 

Ulcer of Stomach 

Other Diseases of the Stomach 

Diarrhea, Dysentery and Enteritis 

Hernia, Intestinal Obstruction 

Cirrhosis of Liver 

Other Diseases of the Liver 

Simple Peritonitis 

Appendicitis 

Bright’s Disease 

Other Genito-Urinary Diseases __- 

Puerperal Diseases 

Senile Debility 

Suicide 

Injuries 














Still-born Children—White, 32; colored, 18; total, 50 

Population of City (estimated)—White, 290,000; colored, 110,000; 
total, 490,000. 

Death Rate per 1000 per annum for Month—White, 16.34: colored, 
24.00; total, 18.45. Non-residents « xcluded, 15.78. 


- ME eTEOROLOGIC BU MMARY (U . Weather wastes). 

A I atmospheric pressure 

Mean temperature 54 

Total precipitation . 8.70 inches 
Prevailing direction f wind, southeast 





